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from both MRA and CTA should be compared to properly plan
the treatment for the patient.
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Reply
We appreciate your inquiry into our recent work with carotid
magnetic resonance angiography (MRA) and have several com-
ments. Overestimation of the severity of carotid disease by “time-
of-flight” MRA has been primarily explained by a better under-
standing of the “flow void” phenomenon occurring with disturbed
flow past higher grade carotid stenoses.1 The threshold stenosis
severity causing a flow gap will differ between institutions, MRA
techniques, and postprocessing imaging used. This requires indi-
vidual institution validation of MRA against a known standard
(most likely contrast arteriography). A threshold of60 % arterio-
graphic stenosis was found in our earlier study .1 Stenoses greater
than the threshold diameter reduction seen on arteriography will
not be directly measurable by MRA in the presence of a flow void
potentially leading to overestimation. Secondly, Nederkoorn and
colleagues2 have nicely shown that overestimation of stenosis
severity does not occur in the absence of a flow gap when the same
projections of MRA and contrast arteriography are compared.
Since MRA projections are typically displayed in sequential 15°
rotations, more than standard anterior-posterior and lateral arte-
riographic views may be required to accurately define the degree of
stenosis.
As we noted both in this article and in our previous study,
MRA has correctly differentiated near occlusions from complete
occlusions in our experience.1 When our MRA definition for
internal carotid artery occlusion was used, 18 of 19 patients had
internal carotid patency accurately resolved by MRA and 2 of 3
patients required arteriography to determine operability (not re-
solve patency). We have limited experience with carotid computed
tomographic angiography but acknowledge that it may serve as a
complementary imaging modality.
Martin R. Back, MD
USF Div of Vascular & Endovascular Surgery
Tampa, Fla
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Regarding “Factors that predict prolonged length of
stay after aortic surgery”
We read with interest the recent article by Chang et al (J Vasc
Surg 2003;38:335-9). Whilst we acknowledge the fantastic results
reported—including a mortality rate of only 0.4%, which is far
superior to other reports1,2—we would like to draw attention to
the interpretation attributed to renal impairment as a risk factor for
prolonged stay. Chang et al’s definition of preoperative renal
insufficiency was a serum creatinine of over 2.0 mg/dL (182
mol/L). We believe this to be excessively high, thus accounting
for the very low number of patients (5.4%) in this risk group and
the difficulty in analyzing this risk factor, as recognized by the
authors themselves. The United Kingdom Small Aneurysm Trial
recognized renal impairment as a significant risk factor in postop-
erative mortality, though in this trial impairment occurred in 5.6 %
compared with 0.4% in the study by Chang et al. Patients who died
had a mean creatinine of 122.2 mol/L (1.34 mg/dL) compared
with 107.4 mol/L (1.18mg/dL) for survivors. Furthermore,
each 40 mol/L increase in serum creatinine increased mortality
by 40%.2
The choice of a threshold value for abnormal serum creatinine
is largely arbitrary as up to 60% of renal function can be lost before
development of abnormally high serum creatinine.3 In our hospital
normal serum creatinine is defined as below 120 mol/L (1.32
mg/dL) for men and 97 mol/L (1.07mg/dL) for women.
However, a recent study of peripheral vascular disease patients
suggested that even this may be too high.4 Our group found that
over 80% of peripheral vascular disease patients with normal serum
creatinine had impaired renal function as defined by creatinine
clearance (CrCl), normal being over 100mL/min. Of these, over
70% had a CrCl below 60mL/min, at least 40% below normal.
Serum creatinine above 85 mol/L (0.94mg/dL) was found to
significantly predict a reduced creatinine clearance.4
In conclusion, we recommend that for peripheral vascular
disease patients a threshold value of 85 to 120 mol/L (0.94-
1.32mg/dL) serum creatinine be used. This would more accu-
rately reflect the significant burden of renal disease in this patient
population. Creatinine clearance remains, however, a better and
more accurate measure of renal function than serum creatinine.
Sheikh Tawqeer Rashid, MA, MBBChir, MRCS
Mahmoud Salman, MBBS, FRCS
George Hamilton, MBBS, MD, FRCS
Royal Free Hospital
London, United Kingdom
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